
OMB No. 0938-1378 
Expires:7/31/2024 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number. The valid OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated to average
20 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.  

IMPORTANT 

Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports Clearance
Office. Any items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed. It will
not be kept, reviewed, or forwarded to the plan. See “What happens next?” on this page to send your completed form to the plan. 

MODEL INDIVIDUAL ENROLLMENT REQUEST FORM TO ENROLL IN A MEDICARE PRESCRIPTION DRUG 
PLAN (PART D) 

 
Who can use this form? 
People with Medicare who want to join a 
Medicare Prescrip on r  Plan 
To join a plan, you must: 

 Be a nited tates ci en or e law ll  
present in the U.S. 
• Live in the plan’s service area 
 
Important: To join a Medicare 
Prescrip on r  Plan  o  st also have 
either  or oth: 
• Medicare Part  ospital ns rance  
• Medicare Part B Medical ns rance  
 
When do I use this form? 

o  can join a plan: 
• Between Octo er 1 – ece er 7 each 
ear or covera e star n  an ar  1  

• ithin 3 onths o  rst e n  
Medicare 
• n certain sit a ons where o ’re 
allowed to join or switch plans 
 

isit Medicare. ov to learn ore a o t 
when o  can si n p or a plan. 
What do I need to complete this form? 
• o r Medicare N er the n er on 
o r red  white  and l e Medicare card  

• o r per anent address and phone 
n er 
 
Note: o  st co plete all ite s in 
Sec on 1.The ite s in Sec on 2 are 
op onal — o  can’t e denied covera e 

eca se o  don’t ll the  o t. 
 
Reminders: 
•  o  want to join a plan d rin  all 
open enroll ent Octo er 1 – ece er 
7  the plan st et o r co pleted or  

 ece er 7. 
 
 
 
 

 
 

• o r plan will send o  a ill or the 
plan’s pre i . o  can choose to 
si n p to have o r pre i  
pa ents ded cted ro  o r an  
acco nt or o r onthl  Social 
Sec rit  or ailroad e re ent 
Board  ene t. 
 
What happens next? 
Send o r co pleted and si ned or  
to: 
Verda Health Plan of Texas 
Attn: Enrollment Dept. 
P.O. Box 105213 
Jefferson City, MO 65110 
 
Once the  process o r re est to join  
the ’ll contact o . 
 
How do I get help with this form? 
Call Verda ealth Plan o  Texas at        
1-888-2 - 123. TT  sers can call 
711. 
Or call Medicare at 1-800-ME C E 
(1-800- 33-4227 . TT  sers can call 1-
877-48 -2048. 
En español: Lla e a Verda Health Plan 
o  Texas al 1-888-2 - 123/TTP 711 o 
a Medicare ra s al 1-800- 33-4227  
opri a el 2 para asistencia en espa ol 
 n representante estar  disponi le 

para asis rle. 
Individuals experiencing 
homelessness 
•  o  want to join a plan t have no 
per anent residence  a Post O ce 
Box  an address o  a shelter or clinic  or 
the address where o  receive ail 
(e. .  social sec rit  chec s  a  e 
considered o r per anent residence 
address. 
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P.O. Box 105213 
e erson Cit  MO 65110 

Me er Service : 1-888-256-5123 

––
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–

Signature: Today’s Date: 
  

Na e: ________________________________ ddress: ________________________________ 

Phone N er: ______________________________ ela onship to enrollee: _______________________________ 

––  

e

-888-256-

– –

5) o o  wor  6) oes o r spo se wor  
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 Primary Care Physician (PCP)  : _______________________________________________________ 

PCP IPA/ Group Name: ___________________________ PCP ID #: ____________________________

  

-

-800- -
-800-325- - -

-

P V C  CT ST TEMENT 
The Centers or Medicare  Medicaid Services (CMS) collects in or a on ro  Medicare plans to trac  ene ciar  enroll ent in Medicare dvanta e (M ) Plans  i prove care  and or the 
pa ent o  Medicare ene ts. Sec ons 1860 -1 o  the Social Sec rit  ct and 42 CF   423.30 and 423.32 a thori e the collec on o  this in or a on. CMS a  se  disclose and exchan e 
enroll ent data ro  Medicare ene ciaries as speci ed in the S ste  o  ecords No ce (SO N) Medicare dvanta e Prescrip on r  (M x)  S ste  No. 09-70-0588. o r response to 
this or  is vol ntar . However  ail re to respond a  a ect enroll ent in the plan. 
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        VVerda Health Plan of Texas  

PPre-Enrollment Qualification Assessment Form 
 
To enroll into Verda Health Plan of Texas Chronic Condition Special Needs Plan, we are required to confirm your 
diagnosis of a qualifying health condition.  When this form is completed and submitted along with an enrollment 
application, you will be enrolled into Verda Health Plan of Texas CSNP Plan.  We will attempt to verify your chronic 
condition(s) with your provider during the first month of enrollment.  If we are unable to verify your chronic 
condition(s), we are required to disenroll you from our Special Needs Plan. 

Your Information 

Full Name:     Date:   
 Last First M.I.   

Gender:  MMale          FFemale DOB ::  
 

CChronic Condition Questions  
 
If any of the following are checked, the enrollee pre-qualifies.  
Have you ever been told by a physician that you have any of the following conditions: 
 

 Diabetes Mellitus (High Blood Sugar) 
 

 Chronic Heart Failure (CHF) 
 

 Cardiovascular Disorders – must be one of the following: 
• Cardiac Arrhythmias 
• Coronary Artery Disease 
• Peripheral Vascular Disease 
• Chronic Venous Thromboembolic Disorder 

 

AAdditional Questions  
 

1. Do you take any medications for the conditions listed above?               Yes          No 
 

2. Are you now or have you ever taken Metformin or Insulin Injection?            Yes          No 
 
BBelow, Please check all medications you have ever taken: 

 Humalog  Novolog  Humulin  Novolin  Lantus  Toujeo 

 Tresiba  Metformin  Glipizide  Glimepiride  Pioglitazone (Actos) 

 Trulicity  Januvia  Janumet  Tradjenta  Farxiga  Jardiance 

 Captopril  Enalapril  Fosinopril  Losartan  Valsartan  Metoprolol 
 Digoxin  Coumadin  Amlodipine Chlorothiazide  Furosemide Eplerenone 

 Lisinopril  Ramipril  Carvedilol  Hydralazine & 
isosorbide dinitrate 

 Clopidogrel  HCTZ 

 
OOthers: 
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PPrimary Care Physicians 

Provider Name:   Address:  
 
 
Phone 
Number:   Fax Number:  
 

Specialist  
 

Specialist Name:   Address:  
 
 
Phone 
Number:   Fax Number:  
 

Disclaimer and Signature 

Authorization for Disclosure of Health Information to verify Chronic Condition(s): 

I hereby authorize the disclosure of my health information by the providers listed above to Verda Healthcare in order to verify that I 
have been diagnosed with a chronic condition which qualifies me for enrollment in a Verda Special Needs Plan. This authorization 
applies to all health information maintained by the provider concerning my medical history for the chronic condition(s) indicated above.  

 

Note: Information disclosed as a result of this authorization will be protected by Verda Healthcare in accordance with applicable state 
and federal laws and requirements. 

 
Enrollee 
Signature:   Date:   
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  VVerda Health Plan of Texas  

CCoordination of Care Form 

Member Information 

Full Name:     Date:   
 Last First M.I.   
 

Date of Birth:   Phone:   
 

Emergency Contact:   Phone Number   Relationship   
 

Preferred 
Spoken 
Language: 

  English   SSpanish  CCantonese  KKorean   Mandarin   Tagalog   Vietnamese    
 Other  

 

Primary Care Physician / Medical Group Information                    
PCP with Verda Healthcare  
 Same PCP prior enrolling to Verda? 

YES 
 

NO 
 

Medical Group / IPA with Verda Healthcare 
 

Same Medical Group / IPA prior enrolling to
Verda? 

YES 
 

NO 
 

If No, who is the current PCP and Medical Group?  

Continuity Of Care and Services 

Please let us know if you have any of the following issues that apply to you, we will have a Care Coordination 
Team member contact you to assist with the transition of services: 
  Immediate Needs – Food, Homeless, Cannot Afford 
Medications  Currently Hospitalized                                      
  Middle of Treatment – Chemotherapy / Dialysis / Home 
Health                                                      Planned Surgery in the coming months         
  Durable Medical Equipment –  Own  Rental  
If RRental, who is the DME Company? 
Name: _________________________________________    Phone: __________________________________ 
 

               Bath Chair         Commode            Hospital Bed             Toilet seats 
               Cane                  C-PAP machine   Oxygen                       Walker 
               Catheters          Diapers                Pressure Mattress    Wheelchair 
               Other____________________________ 
               Other________________________________________ 

Medications 
Please provide a list of medications that require Prior Authorization or not on our formulary, our Care 
Coordination Team member will contact you to assist with the prescription transition fills: 
Medication Name:    Dosage:   

Medication Name   Dosage:   
 


